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PHYsICIcNs actively caring for combat
casualties in Vietnam have been impressed
with the frequency and severity of respira-
tory insufficiency in the wounded. This
problem occupied significant portions of
two conferences on war surgery,11' 31 and a
symposium on pathogenesis was recently
held under the auspices of the National
Research Council-National Academy of Sci-
ences.30 In these discussions, it was appar-
ent that the syndrome encompasses a va-
riety of pulmonary complications in pa-
tients with thoracic injuries and in those
without direct pulmonary trauma. These
disorders have become known as the "wet
lung" syndrome although Burford's original
description of a syndrome by that name re-
ferred to excessive retained secretions fol-
lowing thoracic trauma.5
The present pathological and patho-

physiological studies were designed to as-
sess the extent and type of pulmonary dis-
ease in battle casualties in Vietnam. The
initial paper documents the prevalence and
severity of changes in the lungs of Ameri-
can soldiers who were resuscitated follow-
ing wounding, but subsequently died. In
this way the role played by respiratory in-
sufficiency in death might be defined.

Materials
The information was obtained from au-

topsy files of the U. S. Army 9th Medical
Laboratory, Saigon, Vietnam. More than
800 autopsy reports were screened, cover-
ing the period from July 1966 to January
1968, from which 100 reports were ana-
lyzed. Selection was made on the basis of
the following criteria: 1. All patients had
received combat wounds. 2. None had been
burned. 3. All were evacuated to a hos-
pital and only four were dead on arrival.
All others had received resuscitative care,
survived the initial operation, and died
during the postoperative period. 4. The
autopsy report was sufficiently detailed,
usually with microscopic study, to permit
critical analysis. Information concerning
the clinical courses was obtained from clini-
cal summaries of autopsy reports. These re-
ports, therefore, comprise all those avail-
able of patients wounded in action who
subsequently died after initial therapy.
Since autopsies are not routinely performed
on all combat casualties in Vietnam, these
reports probably were of special interest to
attending physicians. Correlations between
pathologic findings were determined by
chi square analysis of data.
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Results
The patients were young men (18-47

years mean 24.5 + 6.8 years) and 83 of the
100 were Caucasian. Although there was a
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high incidence of injuries to the abdomen
and extremities (Table 1), the distribution
of major sites of injury was reasonably uni-
form (Table 2). The major site in patients
with multiple wounds was that determined
by the prosector to be the most significant
which contributed to the patient's death.
There were 74 major operations (craniot-
omy, open thoracotomy, laparotomy, and
amputations); the remainder of operations
were wound debridements. Twenty-five of
the 100 patients required transfusions of
more than 20 units of whole blood.
Mean survival time following injury was

6.5 days (Table 2). Four were dead on
arrival at the hospital. Most deaths oc-
curred during the first week (62%) with
the largest number (33%) within the first
24 hours (Fig. 1). Patients with head or
chest injuries did not live as long as the
average for the series (Table 2); only two
patients with these injuries lived longer
than 7 days.
The lung weight was considered the

single best objective indicator of pulmo-
nary disease. Mean combined lung weight
was 1,783 grams. Of recorded lung weights,
64.6%O were between 1,000 Gm. and 2,000
Gm., and 30.4% were in excess of 2,000
grams. Only 5.0%/ weighed less than 1,000
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FIG. 1. Relationship
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deaths and the duration of
survival in 89 patients in
whom the length of sur-
vival is precisely known.
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TABLE 2. Relationship of Site of Major Injury to Duration of Survival

Duration of Major In-
Survival All Thoraco- Extremity jury not
(Days) Cases Head* Chest* Abdomen* abdominal* Only Specified

Mean 6.5 3.8 4.1 7.9 8.8 9.0 5.4

Standard
deviation 45.66 47.03 45.03 +9.33 48.70 49.76 ±6.64

No. of cases 89t 17 13 22 13 12 12

* Includes those cases having associated extremity and soft tissue injuries.
t Includes those cases in which the period of survival was not recorded.

gramc There was no correlation between
lung weights and duration of illness or site
of injury. For deaths during the first week
following either head injuries or abdominal
injuries, there was a slight correlation be-
tween length of survival and lung weight
(Fig. 2).
Table 3 lists the incidence of findings by

organ systems. Respiratory diseases were

the most frequent at autopsy in all patients
whether or not thoracic trauma had been
sustained. Only hemothorax and gross ate-
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FIG. 2. Relationship of combined lung weight
to duration of survival for patients with head or
abdominal wounds,

lectasis were significantly more common

following thoracic injury (Table 4).
Pulmonary edema, congestion and alveo-

lar hemorrhage were found in 89 of the
100. These findings were more common in
patients dying within the first week follow-
ing injury (Fig. 3 and Table 5). Conges-
tion, edema, and hemorrhage were not
often complicated by pneumonia or hyaline
membrane disease during the first few days
after injury. Pleural effusion was a frequent
concomitant finding to pulmonary edema
(Table 6).
Bronchopneumonia was present in 29 pa-

tients. There was a lesser incidence in those
with head injuries. The incidence of pneu-
monia increased as the interval from injury
to death increased (Table 5). Pneumonia
was more frequent in lungs weighing more

than 2,000 Gm. (p < 0.05) (Table 7).
Similarly, microscopic hyaline membranes

were described in 11 of the 100 reports.
The membranes were characterized by
thick eosinophilic material covering alveo-
lar walls, respiratory ducts, and terminal
bronchioles. The period of survival was

longer (mean of 10.4 days) than with other
findings. All but two of these patients sur-

vived at least 5 days. The lungs in these
instances were significantly heavier than
the rest (p < 0.01) (Table 7).
Thromboemboli were reported in the

lungs of 13 subjects. In eight of these pul-
monary infarction developed. There was no

relationship between the presence of em-
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TABLE 3. Pathologic Anatomy of 100 Cases of Combat Deaths

Cardiovascular
12 Right ventricular dilatation
16 Subendocardial hemorrhage
10 Left ventricular dilatation
4 Cardiac hypertrophy

Respiratory
73 Pulmonary edema
50 Pulmonary congestion
48 Pleural effusion, mean, 677 ml
43 Tracheostomy
32 Chest injury

22 Penetrating
10 Blunt

29 Bronchopneumonia
4 Abscess

Gastrointestinal
41 Abdominal injury
19 Colon
18 Small intestine
14 Liver
3 Stomach
1 Pancreas

27 Hepatic congestion
24 Retroperitoneal hemorrhage,

mean 1,168 ml
13 Gastric ulcer

Genitourinary
18 Acute tubular necrosis
12 Injury

7 Kidney
3 Urinary bladder

10 Hemorrhagic cystitis

Endocrine
5 Adrenal lipid depletion
2 Adrenal atrophy

Hematopoietic
14 Splenic congestion
13 Splenic injury

11 Splenectomy

Central Nervous System
21 Head injury

14 Blunt
7 Penetrating

17 Skull fracture
19 Cerebral edema
18 Subarachnoid hemorrhage
14 Subdural hemorrhage

Musculoskeletal
1 14 Fractures

18 Tibia
13 Femur
8 Humerus

75 Other (rib, vertebra, etc)
44 Extremity injury

52 Lower
25 Upper

4 Penetrating wound of the heart
4 Myocardial infarction
2 Myocardial abscess
Heart weight, mean, 356 g.

28 Pulmonary hemorrhage
16 Hemothorax, mean, 703 ml
13 Pulmonary thromboemboli

8 Pulmonary infarction
11 Pulmonary hyaline membrane
11 Atelectasis
4 Pulmonary fat embolism
Lung weight, combined mean 1783 g.

12 Ascites, mean, 470 ml
10 Peritonitis
7 Hepatic fatty metamorphosis
6 Hepatic necrosis
6 Gastrointestinal hemorrhage
6 Hemoperitoneum, mean, 920 ml
1 Hemorrhagic gastritis
1 Pancreatitis
Liver weight, mean, 2002 g.

10 Nephrectomy
7 Renal fat embolism
4 Pyelonephritis
1 Glomerulitis
Kidney weight, combined mean 414 g.

2 Adrenal hemorrhage

2 Acute splenitis
Spleen weight, mean, 274 g.

14 Intracerebral hemorrhage
11 Cerebral contusion
8 Craniotomy

3 Craniectomy
8 Cerebral fat embolism
3 Cerebral infarction

Brain weight, mean, 1507 g.

18 Arterial injury
14 Amputations

7 Below knee
5 Above knee
1 Knee disarticulation
1 Above elbow
1 Below elbow

5 Penetrating neck injury

Volume 170
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TABLE 4. Type of Injury vs Pulmonary Diagnosis

Diagnoses Thoracic Nonthoracic

Bronchopneumonia 9 15
Edema, congestion and/or
hemorrhage 29 48

Pleural effusion 14 28
Hyaline membranes 4 4
Hemothorax 11* 5
Atelectasis 7t 4

Number of cases 32 54

* Incidence significantly greater (p < 0.01).
t Incidence significantly greater (p <0.05).
Note: In 14 cases the site of injury was not specified

boli and either the site of major injury or
other pathologic findings.

Fat embolism of the lungs was recorded
in only four of the 100 reports. Each of
these patients had sustained extremity in-
juries, three lower and one upper, with
fractures of the femur, tibia and humerus.
Three patients died within 24 hours and
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FIG. 3. Relationships of the incidences of pul-
monary edema, congestion and hemorrhage to the
length of survival.
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the other survived for 2 weeks. In each
case there was systemic fat embolization;
the brain was involved in all four, and the
kidney in three. In seven additional cases
systemic fat embolism was present (three
in the kidney, three in the brain, and one
in both) but no mention was made as to
whether or not the lungs were involved. In
every instance of fat embolism, whether
pulmonary or systemic, pulmonary edema
was present (p < 0.05). Undoubtedly, there
were other cases of fat embolism; the low
incidence is most likely related to the fact
that examination for fat was not routinely
performed.

Serious systemic infections and renal fail-
ure, are thought to be causally related to

f severe respiratory insufficiency.6 23 Septice-
mia developed in 18 patients (Tables 5, 6).
A gram negative bacillus (E. coli, Kleb-
siella-Aerobacter, Pseudomonas, or Proteus)
was the usual organism identified. Most
septicemias occurred following abdominal
injury (p < 0.01), and developed after the
first week of survival (p < 0.001). Bron-
chopneumonia was most frequently seen in
these subjects (p < 0.05). There were 18
instances of renal tubular necrosis. The in-
cidence was greater after the first week.
Thirteen followed abdominal injury (p <
0.01). There was a correlation between the
incidence of renal tubular necrosis and pul-
monary hyaline membranes (p < 0.05) and
bronchopneumonia (p < 0.05) (Table 6).
A diagnosis of acute congestive failure

was frequently made by the prosector in
these patients because of extensive pulmo-
nary edema even in the absence of signifi-
cant cardiac pathologic changes. Myocar-
dial changes found are listed in Table 3. All
patients with myocardial infarcts, myocar-
dial abscesses or penetrating wounds except
one survived more than one week. The esti-
mated age of myocardial infarcts corre-
sponded to the interval between wounding
and death. The oldest patient in this group
was 30 years of age.
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TABLE 5. Relationship of Pathologic Findings to Duration of Survival

Renal
Pulmo- Pulmo- Pulmo- Pleu- Hya- Bron- Tubu-

Duration nary nary nary Hemo- Pulmo- ral line cho- lar
of Sur- Total Hemor- Em- Conges- tho- nary Effu- Mem- pneu- Sep- Necro-
vival Deaths rhage boli tion rax Edema sion brane monia sis sis

<7 days 63 21 10 36* 14 48 27 7 15 6 8
>7 days 26 4 2 8 2 16 10 4 14t 12x 8

Total 89 25 12 44 16 64 37 11 29 18 16

* Significant incidence p < 0.05.
t Significant incidence p < 0.01.
x Significant incidence p < 0.001.

Discussion diers who died of wounds in World War
11.25 Previous emphasis, however, was onIn the Vietnam conflict, evacuation from th roeo a moim ea alr n

the field is rapid, blood is plentiful, medi- the role of fat embolism renal failure and

cal specialists are present at every echelon, n geddeath st

and hemodialysis is readily available.5 The nism of death.The present study was designed to deter-period of hypovolemic shock has thus been The preven ce of pulmonary deae
shortened and the contribution of renal fail- incma casuales o survive intale

ure o dathas eenlessned Buttheau- in combat casualties who survive initial re-ure to death has been lessened. But the au- suctio btsbeqnlyd.Th d-
topsy incidence of severe pulmonary dis- suscincieio bth tpeqofretrospecTie dy

easein cmbatcasultie hasnot hangd
fciencies of this type of retrospective studyease in combat casualties has not changed are obvious: Clinical correlation is difficult,

in 25 years.25 Pulmonary edema, congestion, pathological descriptions are frequently in-
alveolar hemorrhage, atelectasis and pneu- complete, organ weights are not recorded
monia were frequent in the lungs of sol- in all reports, pulmonary fat embolism is

TABLE 6. Cross Correlation of Pathologic Diagnoses

Number of Patients with Diagnosis Listed

Pulmo-
nary
Edema Hya-

Total Congestion Pulmo- Gross line Renal
Pulmonary Num- Alveolar Pneu- Pleural Hemo- nary Atelec- Mem- Tubular
Diagnosis ber Hemorrhage monia Effusion thorax Emboli tasis branes Necrosis

Pulmonary edema
Congestion
Alveolar hemorrhage
Pneumonia
Pleural effusion
Hemothorax
Pulmonary emboli
Gross atelectasis
Hyaline membranes
Renal Tubular necrosis
Sepsis

89
29
47
16
13
11
11
18
18

26
41
13
11
8
9
16
15

16
3
6
4
8t
9*
9*

3
4
6
7
10
11

3
4 3
1 2
2 4
1 2

4**
2
4

5
3 7*

* Significant correlation p < 0.05.
** Significant correlation p < .001.
t Significant correlation p < 0.001.



MARTIN, SIMMONS AND HEISTERKAMP Annals of Surgery
July 1969

TABLE 7. Relationship of Pathologic Findings to Lung Weights

Bron- Pulmo- Pulmo- Pleu- Hya-
cho- nary Pulmo- nary Pulmo- ral line Hemo- Renal

Lung Weights No. of pneu- Hemor- nary Conges- nary Effu- Mem- tho- Tubular
(Gm.) Cases monia rhage Emboli tion Edema sion brane rax Necrosis Sepsis

< 1,000 4 1 1 1 0 3 1 0 0 0 2
1,001-1,500 24 5 5 3 17 21 10 0 3 4 6
1,501-2,000 27 8 12 3 11 20 17 2 2 3 5
> 2,000 24 12* 6 2 15 18 13 8x 4 5 3

Total 79 26 24 9 43 62 41 10 9 12 16

* Greater incidence of pneumonia in lungs weighing more than 2,000 Gm. (p < 0.05).
x Greater incidence of hyaline membranes in lungs weighing more than 2,000 Gm. (p < 0.001).

not routinely sought, and even routine his-
tologic study is occasionally omitted. De-
spite such shortcomings, pulmonary dam-
age was found prevalent and extensive.
Lung weights best reflected this finding:
95%o of patients had combined lung weights
in excess of 1,000 Gm.; 64% were greater
than 1,500 Gm., and 24 in excess of 2,000
grams. This weight gain is the sum of all
pathological processes and is some measure
of respiratory functional impairment. There
were no differences between lung weights
of patients with direct pulmonary trauma
and those without. With the exception of
hemothorax and gross atelectasis, the type
of pulmonary damage was similar following
thoracic and nonthoracic injury.
A pattern of pulmonary changes could be

discerned. Edema vascular congestion and
alveolar hemorrhage appeared most fre-
quently in the lungs of patients dying in
the immediate post-resuscitative period.
These patients die with "wet lungs."
Viewed from the perspective of laws gov-
erning fluid exchange across the capillary
membrane,'3 Table 8 lists those factors
which might foster the development of
pulmonary edema following wounding and
resuscitative treatment. The exact role of
each factor is impossible to determine in
retrospect. It is equally difficult to ascribe
precise roles to myocardial damage, renal
tubular necrosis, fat emboli, thromboemboli
or sepsis found. The data support Moore's

suggestion, however, that the lungs are a

vulnerable target organ for a variety of
pathogenetic stimuli.

Thus, early pulmonary edema, congestion
and hemorrhage may not only lead to early
respiratory insufficiency, but may also pre-

TABLE 8. Possible Pathogenetic Factors in the Formation
of Pulmonary Edema in Combat Casualties

I. Increased pulmonary capillary permeability
A. Direct trauma: missile; "blast"4'
B. Aspiration
C. Pulmonary hypoxia

1. Hypoperfusion9' 16 19, 38; neurovascular re-
flexes20, 21, 34; hypocarbia34

2. Vascular obstruction: fat and tissue em-

boli7' 8; thrombo-emboli23; platelet
thrombi" 36; disseminated intravascular
coagulation'4

D. Toxins: fatty acids7' 8; histamine37; serotonin37;
kinins31; wound endotoxins35; inhaled gases;
lysosomes'8; catecholamines2; acidosis3 22;
oxygen29

E. Homologous blood: transfusion reactions'3;
graft-versus host reaction'2

F. Pulmonary infections
II. Increased pulmonary capillary pressure

A. Neurovascular reflexes: CNS injury'0; post-
capillary arteriolar constriction38; postcapil-
lary pulmonary venoconstriction9; systemic
vasoconstriction with fluid shifts to the lesser
circuit; loss of left ventricular compliance24

B. Overtransfusion
C. Myocardial failure

III. Diminished intravascular oncotic pressure: ex-
cessive crystalloid infusion; hypoproteinemia

IV. Decreased intra-alveolar pressure

V. Increased tissue oncotic pressure

VI. Surfactant deterioration'6

36
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pare the pulmonary bed for the develop-
ment of chronic changes. In addition to
pneumonia, pulmonary hyaline membranes
were a frequent later finding. Hyaline
membrane formation is a response to pul-
monary injury by a variety of agents 4, 17, 26,
27, 33, 40 including shock and oxygen ther-
apy.29 32 In experimental preparations the
earliest changes are edema, congestion of
the alveolar septae and disruption of the
capillary endothelium. Intra-alveolar edema
follows accompanied by swelling and ne-
crosis of alveolar and bronchiolar epithe-
lium. As the damaged epithelial cells are
sloughed, hyaline membrane laminates on
the denuded surfaces.32 Thus, experimental
findings are in agreement with actual find-
ings that pulmonary hyaline membranes
are related to acute congestive, hemor-
rhagic and edematous lesions in wounded
patients. Almost all reported patients had
progressive respiratory insufficiency, either
from alveolar capillary block, or from hy-
poventilation of involved alveolar ducts.
Subsequent papers will deal with respira-
tory functional deficits in combat casualties
who survive.

Summary

1. The pathological findings in the lungs
of 100 wounded soldiers who died after
resuscitation are reviewed. Of the 79 re-
ports of lung weights 95% of lungs weighed
more than 1,000 Gm.; 65% more than 1,500
Gm., and 30% greater than 2,000 grams.

2. Soldiers who died within a few days
of injury most frequently had combinations
of pulmonary edema, alveolar hemorrhage
and vascular congestion. Pleural effusion,
pneumonia and pulmonary hyaline mem-
branes occurred most frequently in pa-
tients who died later.

3. A variety of factors may contribute to
the development of pulmonary edema,
hemorrhage and congestion in the acutely
wounded combat casualty. These changes
in surviving patients may predispose to the
development of pneumonia and pulmonary
hyaline membranes.

4. The evidence suggests that pulmonary
insufficiency may play a major role in the
death of young previously healthy men
wounded in Vietnam.

References

1. Allardyce, D. B., Yoshida, S. H. and Ashmore,
P. G.: The Importance of Microembolism
in the Pathogenesis of Organ Dysfunction
Caused by Prolonged Use of the Pump Oxy-
genator. J. Thorac. Cardiovasc. Surg., 52:
706, 1966.

2. Aviado, D. M.: The Pharmacology of Pulmo-
nary Circulation. Pharmacol. Rev., 12:159,
1960.

3. Bergofsky, E. H., Lehr, D. E. and Fishman,
A. P.: The Effect of Changes in Hydrogen
Ion Concentrations on the Pulmonary Circu-
lation. J. Clin. Invest., 41:1492, 1962.

4. Buckingham, S. and Sommers, S. C.: Pulmo-
nary Hyaline. J. Dis. Child., 99:216, 1960.

5. Burford, T. H.: Wet Lung, Chapter V in Sur-
gery in World War II Thoracic Surgery, Vol.
II, 1965, p. 207.

6. Clowes, G. H. A., Zuschneid, W., Turner, M.,
Blackburn, G., Rubin, J., Toala, P. and
Green, G.: Observations on the Pathogenesis
of the Pneumonitis Associated with Severe
Infections in Other Parts of the Body. Ann.
Surg., 167:630, 1968.

7. Collins, J. A., Gordon, W. C., Hudson, T. L.,
Irvin, R., Kelly, T. and Hardaway, R. M.,
III: Inapparent Hypoxemiac in Casualties

with Wounded Limbs: Pulmonary Fat Em-
bolism. Ann. Surg., 167:511, 1968.

8. Collins, J. A., Hudson, T. L., Hamacher,
W. R., Rokous, J., Williams, G. and Hard-
away, R. M., III: Systemic Fat Embolism in
Four Combat Casualties. Ann. Surg., 167:
493, 1968.

9. Cook, W. A. and Webb, W. R.: Pulmonary
Changes in Hemorrhagic Shock. Surgery, 64:
85, 1968.

10. Ducker, T. B., Simmons, R. L. and Anderson,
R. W.: Increased Intracranial Pressure and
Pulmonary Edema. III. The Effect of In-
creased Intracranial Pressure on the Cardio-
vascular Hemodynamics of Chimpanzees. J.
Neurosurg., 29:475, 1968.

11. First Cincpac Surgical Conference. John Hay
Air Base, Philippines. 20-25 May 1967.

12. Gadboys, H., Slonim, R. and Litwak, R.:
Homologous Blood Syndrome. Ann. Surg.,
156:793, 1962.

13. Halmagyi, D. F. J., Starzecki, B., McRae, J.
and Horner, G. J.: The Lung as the Main
Target Organ in the Acute Phase of Trans-
fusion Reaction in Sheep. J. Surg. Res., 3:
418, 1963.



38 MARTIN, SIMMIONS AND HEISTERKAMP Annals of Surgery38~~~~~~~~~~~~~~~~~~~~~~~~~~~~uy16
14. Hardaway, R. M., III: Syndromes of Dissemi-

nated Intravascular Coagulation. With Spe-
cial Reference to Shock and Hemorrhage.
Springfield, Ill., Charles C Thomas, 1966.

15. Heaton, L. D., Hughes, C. W., Rosegay, H.,
Fisher, G. W. and Feighny, R.: Military
Surgical Practices of the United States Army
in Vietnam. Current Problems in Surgery,
November 1966.

16. Henry, J. N., McArdle, A. H., Scott, H. J.
and Gurd, F. N.: A Study of the Acute
and Chronic Respiratory Pathophysiology of
Hemorrhagic Shock. J. Thorac. Cardiovasc.
Surg., 54:666, 1967.

17. Hopps, H. C. and Wissler, R. W.: Uremic
Pneumonitis. Amer. J. Path., 31:261, 1955.

18. Janoff, A.: Alterations in Lysosomes during
Shock; Effects of Preconditioning (Toler-
ance) and Protective Drugs. Shock, ed. by
S. G. Hershey. Boston, Little, Brown & Co.,
1964, p. 93.

19. Keller, C. A., Schramel, R. J., Hyman, A. L.
and Creech, O.: The Cause of Acute Con-
gestive Lesions of the Lung. J. Thorac. Car-
diovac. Surg., 53:743, 1967.

20. Krahl, V. E.: Neurovascular Control of Pul-
monary Perfusion. National Symposium on
Microcirculation. Philadelphia, W. B. Saun-
ders, 1966.

21. Lategola, M. T.: Pressure Flow Relationships
in the Dog during Acute, Subtotal Pulmo-
nary Vascular Occlusion. Amer. J. Physiol.,
192:613, 1958.

22. Liljestrand, G.: Chemical Control of the Dis-
tribution of Pulmonary Blood Flow. Acta
Physiol. Scand., 44:216, 1958.

23. Lim, R. C., Blaisdell, F. W., Goodman, J. R.,
Hall, A. D. and Thomas, A. N.: Electron
Microscopic Study of Pulmonary Microem-
boli in Regional and Systemic Shock. Surg.
Forum, 18:25, 1967.

24. Luisada, A. A.: Mechanism of Neurogenic
Pulmonary Edema. Amer. J. Cardiol., 20:8,
1967.

25. Mallory, T. B., Sullivan, E. R., Burnett, C. H.,
Simeone, F. A., Shapiro, S. F. and Beecher,
H. K.: The General Pathology of Traumatic
Shock. Surgery, 27:629, 1950.

26. Martin, A. M., Jr., Soloway, H. B. and Sim-
mons, R. L.: Pathologic Anatomy of the
Lungs Following Shock and Trauma. J.
Trauma, 8:687, 1968.

27. Moolten, S. E.: Pulmonary Fibrosis in Rheu-
matic Heart Disease. Amer. J. Mled., 33:421,
1962.

28. MIoore, F. D.: Terminal Mechanisms in Hu-
man Injury. Amer. J. Surg., 110:317, 1965.

29. Nash, G., Blennerhassett, J. B. and Pontop-
pidan, H.: Pulmonary Lesions Associated
with Oxygen Therapy and Artificial Ventila-
tion. Nev Eng. J. Med., 276:368, 1967.

30. Pulmonary Effect of Non-thoracic Trauma Con-
ference Sponsored by National Research
Council. National Academy Sciences, Wash-
ington, D. C., 1-2 March 1968.

31. Second Cincpac Surgical Conference John Hay
Air Base Philippines, 25-28 March 1968.

32. Soloway, H. B., Castillo, Y. and Martin, A. MI.,
Jr.: Adult Hyaline Membrane Disease: Re-
lationship to Oxygen Therapy. Ann. Surg.,
168:937, 1969.

33. Soto, P. J., Brown, G. 0. and Wyatt, J. P.:
Asian Influenzal Pneumonitis. Amer. J. Med.,
27:18, 1959.

34. Stroud, R. C. and Rahn, H.: Effect of 02 and
CO2 Tensions upon Resistance of Pulmonary
Blood Vessels. Amer. J. Physiol., 172:211,
1953.

35. Sukhnandan, R. and Thal, A. P.: The Effect
of Endotoxin and Vasoactive Agents in Di-
benzyline Pretreated Lungs. Surgery, 58:185,
1965.

36. Swank, R. L. and Porter, G. A.: Disappear-
ance of Microemboli Transfused into Pa-
tients during Cardiopulmonary Bypass. Trans-
fusion, 3:192, 1963.

37. Thal, A. P. and Wilson, R. F.: Shock. Current
Problems in Surgery. Sept. 1965.

38. Veith, F. J., Hagstrom, J. W., Panossian, A.,
Nehlsen, S. L. and Wilson, J. W.: Pul-
monary Microcirculatory Response to Shock,
Transfusion, and Pump Oxygenator Proce-
dures: A Unified Mechanism Underlying
Pulmonary Damage. Surgery, 64:95, 1968.

39. Visscher, M. B., Haddy, F. J. and Stephens,
G.: The Physiology and Pharmacology of
Lung Edema. Pharmacol. Rev., 8:389, 1956.

40. Warren, S. and Spencer, J.: Radiation Reac-
tion in the Lung. Amer. J. Roentgenol., 43:
682, 1940.

41. White, C. W. and Richmond, D. R.: Blast
Biology in Clinical Cardiopulmonary Physi-
ology (ed. by B. L. Gordon et al.). New
York, Grune and Stratton, 1960, p. 974.


